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MIDPOINT  MIDPOINT  REPORT 
YEAR END 

(RYE) 

12-00 

12-0 1 

01-02 

02-02 

03-02 

04-02 

05-02 

06-02 

07-02 

08-02 

09-02 

10-02 

11-02 

12-02 

01 -03 

02-03 

03-03 

04-03 

05-03 

06-03 

KANSAS MEDICAID STATE PLAN 

IMLATION FOR REPORTYEAR ENDS PRIOR TO 07/01/03 
EFFECTIVE 07/01/03 

MIDPOINT 
RATE 

MIDPOINT OF RYE OF RATE PERIOD 
OF RYE INDEX PERIOD INDEX 

06-00 1.29 1 12-02 1.415 

06-01 1.358 12-02 1.415 

07-01 1.369 12-02 1.415 

08-01 1.369 12-02 1.415 

09-0 1 1.369 12-02 1.415 

10-01 1.380 12-02 1.415 

11-01 1.380 12-02 1.415 

12-01 1.380 12-02 1.415 

01 -02 1.389 12-02 1.415 

02-02 1.389 12-02 1.415 

03-02 1.389 12-02 1.415 

04-02 1.396 12-02 1.415 

05-02 .1,396 12-02 1.415 

06-02 1.396 12-02 1.415 

07-02 1.405 12-02 1.415 

08-02 1.405 12-02 1.415 

09-02 1.405 12-02 1.415 

10-02 1.415 12-02 1.415 

11-02 1.415 12-02 1.415 

12-02 1.415 12-02 1.415 

OF 

Attachment 4.19-13 
Part I 

Subpart C 
Exhibit C-2 

Page 1 

HISTORICAL 
INFLATION 

FACTOR Yo 

9.605% 

4.197% 

3.360% 

3.360% 

3.360% 

2.536% 

2.536% 

2.536% 

1.872% 

1.872% 

1.872% 

1.361% 

1.361% 

1.361% 

0.712% 

0.712% 

0.712% 

0.000~/0 

0.000% 

0.000% 

* = (Midpoint of rate period index/ Midpoint of rye Index) -1 

july 2 8 p q  
TN:: MS-03-12 Date Date 30, SupersedesApproval Effective June 2003 TN# MS-02-06 



KANSAS MEDICAID STATE PLAN Attachment 4.19-D 

Part I 


Subpart C 

Exhibit C-2


COST CENTER LIMITATIONS EFFECTIVE 07/01/03 Page 2 


COST CENTER 

Operating 

Indirect Health Care 

Direct Health Care 

Real and Personal Property Fee 

UPPER LIMIT 

$20.32 

$33.35 

$61.78 * 

$6.1 1 

* = Base limit for a facility average case mix indexof .9197 



Percentile  Day  Patient  Range  

KANSAS medicaid STATE PLAN 

INCENTIVE FACTORS EFFECTIVE 07/01/03 

Attachment 4.19-D 
Part I 

Subpart C 
Exhibit C-2 

Page 3 

Per incentiveRange 

Low High 

NF -0- 30th $ -0- 14.97 $.50 

31st 55th 14.98 17.73 0.40 

56th 75th 17.74 20.79 0.30 

76th 100th 20.80 above -0-

Level Low High Factor 

; ~i ,d' 
3; I. 1 > 2 LL'U:. 

Approval Effective June SupersedesTN# MS-03-12 Date Date 30,2003 TN# MS-02-06 
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Part I 

Subpart C 
Exhibit C-2 

Page 4 
OWNEWRELATED PARTY SALARY LIMITATIONS 

EFFECTIVE 07/01/03 

* LicenseRegistrationCertificate Requirement 
** Step 5 of the salary range has been used to set the limits. 

\ j  \\i- 2 t) i:324 
TN# Approval effective June 30, 2003 TN#MS-03-12 Date Date Supersedes MS-02-06 
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K A N S A S  
PAMELA JOHNSON-BETTS, SECRETARY KATHLEEN SEBELIUS, GOVERNOR 

DEPARTMENT ON AGING 

June 20,2003 

~tADMIN-NAME)),Administrator 

((FAC-NAME)) 

((FAC-ADDRES)) 

<(CITY)I,KS ((ZIP)) 


Provider #: 104(tPROV-NLRVI))OI 
Dear t A D M M - N A M E ) ) :  

We forwarded the per diem rate shown on the enclosed Case Mix Payment Schedule for the first quarter of state fiscal year 2004 
to our fiscal agent, Electronic Data Systems of Kansas. The rate will become effective June 30, 2003 but because the payment 
system can not accommodate an effective date other than the first of a month a lump sum settlement will be calculated for June 
30, 2003. That settlement will be applied to a future remittance advice once accurate service history for June 30, 2003 has been 
compiled (anticipated during October2003). 

The Kansas Department on Aging (KDOA). administers the Medicaid nursing facility services payment program on behalf of 
SRS. The rate was calculated by applying the appropriate Medicaid program policies and regulations tothe cost repon (Form 
MS 2004) data shownon the enclosed payment schedule. 

For each nursing facility and nursing facility for mental health, the per diem rate for care shallnot exceed the rate 
charged for the same type of service to residents not underthe Kansas medical assistance program.If the private pay rate 
indicated on the agency register is lower, then the Kansas medical assistance program rate, beginning with its effective date, shall 
be calculated as follows: If the average Medicaid case mix index is greater than the average private pay/other case mix index, the 
Kansasmedical assistance program rate shall be the lower of the private pay rate adjusted to reflect the Medicaid casemix index 
or the calculated Kansas medical assistance program rate. Ifthe average Medicaid case mix index is less than or equal to the 
average private pay/other case mix index, the Kansas medical assistance program rate shall be the average private pay rate. The 
effective date of the private pay rate in the registry shall be the later of the effective date of the private pay rate or the first day of 
the following month in which complete documentation ofthe private pay rate is received by the agency. SEE KANSAS 
administative REGULATION (KAR) 30-10-18(b). 

If you disagree with the rate in the attached payment schedule, you have the right to request a fair hearing appeal in accordance 
with K.A.R 30-7-64 aYour written request for such an appeal should be delivered to or otherwise mailed so that it  is 
received by the Department of Administration, office of AdministrativeHearings, 1020 SouthKansasAve,Topeka, 
Kansas 66612-1311within 30 days from the date of this letter. pursuant to K.S.A. 77-531, an additional three days shall be 
allowedifthisnoticeletter is mailedratherthanhanddelivered.)Failuretotimelyrequestor pursue such an appeal may 
adversely affect your rightson any related judicial review proceeding. 

If you have questions regarding the Medicaid rate, other than those on desk review adjustments, write to Chris Chase or call her 
ai (785) 296-0703. She canalso be reached via electronic mail at Chrisc@Aeine.state.ks.us. For questionsconcerningdesk 

adjustmentscontactreview please Barbara 
BarbaraP@aging.state.ks.us. 


DH:ckc 
Enclosures 

Parkison. Audit atManager, (785) 296-2535 or by email at 

Sincerely, 

Dave Halferty, Senior Manager 
Nursing Facilities and CARE Programs
Program and Policy Commission 

NEW ENGLAND BUILDING, 503 S. KANSAS AVENUE,TOPEKA, KS 66603-3404 
Voice 785-296-4986 Fax 785-296-0256 

http://www.agingkansas.org/kdoa/ 

http://www.agingkansas.org/kdoa
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K A N S A S  
JANET SCHALANSW. SECRETARY SEBELIUS, KATHLEEN GOVERNOR 

SOCIAL AND REHABILITATION SERVICES 
Management Operations/Accounting and Contracts  Team 

Division of Health Care Policy 

June 20,2003 

Provider %: ~ ~ ~ ( ~ P R OV-NUMDOI 
Dear ctADMD-NAMEx: 

We forwarded the per diem rate shown on the enclosed Case Mix Payment Schedule for the first quarter of state fiscal year 2004 to our fiscal agent, 
Electronic Data Systems of Kansas. The rate will become effective June 30, 2003 but because the payment system can not accommodate an effective 
date other than the first of a month a lump sum settlement will be calculated for June 30, 2003. That settlement will be applied to a future remittance 
advice once accurate service history for June 30, 2003 has been compiled anticipated during October 2003). 

The Kansas Department on Aging (KDOA), administers the Medicaid nursing facility services payment program on behalf of SRS. The rate was 
calculated by applying the appropriate Medicaid program policies and regulations to the cost report (Form MS 2004)data shown on the enclosed 
payment schedule. 

For each nursing facility and nursing facility for mental health, the perdiem rate for careshall not exceed the rate charged for the same type 
of service to residents not under the Kansas medical assistance program.If the private pay rate indicated on the agency register is lower, then the 
Kansas medical assistance program rate, beginning with its effective date, shall be calculated as follows: If the average Medicaid case mix index is 
greater than the average private pay/other case mix index, the Kansas medical assistance program rate shallbe the lower of the private pay rate 
adjusted to reflect the Medicaid case mix index or the calculated Kansas medical assislance program rate. If' the average Medicaid case mix index is 
less than or equal to the average private pay/other case mix index, the Kansas medical assistance programrate shall be the average private pay rate. 
The effective date of the privatepay rate in the registry shall be the later of the effective date of the privatepay rate or the first day of the following 
month in which complete documentation of the private pay rate is received by the agency. SEE KANSAS ADMINISTRATIVE REGULATION 
(KAR) 30-10-18(b). 

If you disagree with the rate in the attached payment schedule, you have the right to request a fair hearing appeal in accordance with K.A.R 30-7-64 
Your written request for suchan appealshould be delivered to or otherwisemailed so that it is receivedby the Department of  

Administration, Office of Administrative Hearings, 1020 South Kansas Ave, Topeka, Kansas 66612-1311within 30 days from the date of this 
letter. (Pursuant toK.S.A. 77-53 I ,  an additional three days shallbe allowed if this notice letter is mailed ratherthanhand delivered Failureto 
timely request or pursue such an appeal may adversely affect your rights on any related judicial review proceeding. 

If you have questions regarding the Medicaid rate, other than those on desk review adjustments, write to me or call at (785) 291-3202. For questions 
concerning desk review adjustments please contact Barbara Parkisoh Audit Manager, at (785) 296-2535 or by email at BarbaraP@aging.state.ks.us. 

sincerely 


Gayla Can 

Management Systems Analyst 


enclosures 

DOCKING STATE OFFICE BUILDING,915 SW HARRISONST., ROOM 10m Floor S,TOPEKA, KS 66612-1570 

Voice 785-291-3202 F a  785-368-6228 www.srskansas.org 
-
-. . .. ..- -

http://www.srskansas.org
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KANSAS m e d i c a i d  STATE plan 
Attachment 4.19D 

Part I 
Subpart D 

Methods and Standardsfor Establishing Payment Rates 
Skilled Nursing and Intermediate Care Facility Rates 

(NFs and NFs-MH) 

Therapeutic Mental Health Treatment Pass-Through 
for Special Level of Care Facilities 

This provision allows for the pass-through of  therapeutic mental health treatment 
expenses to nursing facilities for mental health that meet certain criteria. 

Criteria for Determining Eligible Providers: 

Only special level of care facilities classifiedas nursing facilities for mental healthare 
eligible for this pass-through. A nursing facility for mental health is defined as: 
1. A nursingfacilitylicensedbytheState of Kansas;and 
2. Certified toparticipateinMedicaid by theDepartment of Social and 

Rehabilitation Services that, 
pursuant to 42CFR 435.1009, the Center for Medicareand Medicaid identifies as an 
institution formental disease. 

A nursing facility for mental health will be eligible the increased rate if 
1. 	 Its established rate using the base year methodology is lessthan the rate it . 

received during the preceding year, and 
2. 	 It demonstrates it isprovidingspecificadditionalamountsofmentalhealth 

treatment services above the amount provided during the base year. 

Determination of Pass-Through Amount for Eligible Providers: 

The per diem rate for a nursingfacility for mental healthmay be increased from the 
established ratebased on documented additional costs associated with providing 
therapeutic mental health treatment services abovethe amount provided in the base year 
which are not otherwise covered by the established rate. The increased amount provided 
the eligible nursing facility for mental health will be the per diem amount that the facility 
can document is attributable to increased therapeutic mental health treatment. The 
increased amount shall not exceed the difference between the allowable per diem costson 
the most recent cost report and the base year cost report before inflation.Only costs &om 
indirect and direct health care cost centers shallbe included in the per diem calculations. 
No per diem increases shall be based on increased administrative, property, or plant 
operating costs. All per diem amounts used in the determination of the pass-through add­
on shall be calculated by dividing the expenses reported on the cost report by the actual 
residents days provided during the cost report period. 

,*iiji 2 ;?;)()& 
TN#MS-03-12 Approval Date -Effective Date: June 30, 2003 Supersedes TN# MS-02­
06 



KANSAS medicaid S T A T E  P L A N  
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P a r t  I 
S u b p a r t  E 
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M e t h o d  a n d  S t a n d a r d s  for Establ ishing Payment Rates: 
Nursing Facilities 

Rates  When Two Or  More  Nurs ing  Fac i l i t i e s  Merge  Under  One  L icense  

The Kansas Department of Healthand Environment (KDHE) instituted a policy wherein 
if two nursing facilities meet certain policy criteria, KDHE will issue one licensefor two 
facilities. Subpart E will explain the methods and standards for establishing payment 
rates when two or more facilities are merged under one license. 

Cost Reports 

Providers who have participated in the Medicaid program for 12 months or longer as of 
December 3 1 are required to file a calendar year Nursing Facility Financial and Statistical 
Report (cost report). For facilities that merge under one license, the provider will file one 
cost report for the facilities for thecomplete calendar year following the merger and all 
subsequent calendar years while the facilities remain merged under one license for any 
portion of the calendar year. The calendar year end cost report will be for 12 months. 
The cost report will consist of theindividual operations of each facility for anypart of the 
calendar year that they operate under separate licenses and the combined operations 
during any part of the year thatthey operate under one license. The number ofbeds, 
resident days, Medicaid days, and Medicare days will be the total for the facilities merged 
under one license. All changes in the number of beds during the calendar year will need 
to be reflected for the merged facilities. 

The working trial balances for the merged facilities will need to be combined to fill out 
the schedules in the cost report. Schedule A, Expense Statement shall reflect the total 
staff hours and the total direct and in-direct expenditures for the merged facilities. The 
total revenue and related revenue offsets in Schedule G, Revenue Statement, shall be the 
total for the merged facilities. For part of the calendar year, the working trial balance 
may reflect the independent operations for each facility and then following the merger the 
working trial balance may be consolidated. The working trial balances shall reconcile to 
the applicable cost report schedules. A schedule that lists all general ledger accounts 
grouped by cost report line number shall be submitted with the combined cost report. 

Rate Determination ~ 

Medicaid rates. for Kansas NFs and NFs-MH are determined using a prospective, facility­
specific rate-setting system. The rate is determined from the base year cost data 
submitted by the provider. When multiple facilities are joined on one license, the 
reimbursement rates for each facility will be determined in accordance with the 
methodology found in Subpart C and as though the facilities remained as separate 
providers. The only time a new ratewill be determined &om a combined cost report is 

i.2 z; :;,yii 
TN# MS 03-12 Approval Date Effective Date: June 30,2003 Supersedes TN# MS-02-06 


